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 dullness, effusion should be suspected. The diagnosis will be confirmed
if, a week or ten days later, the friction reappears accompanied by a
falling temperature and improvement in the child's general condition.
The term adherent pericardium, used clinically, means that the peri-
cardium is not only adherent to the heart-muscle but also to the structures
outside the pericardium, Le. lungs, chest wall, and diaphragm, the state
which is accurately described by the cumbersome term chronic adhesive
mediastinitis. The attachment of the heart through the diseased peri-
cardium to the external structures loads the heart with much additional
work; and if the adhesions are sufficiently complete, little room is left
for the growth of the heart as the child develops. As the result of its
difficulties the heart becomes as greatly enlarged as is needful or possible,
and the child tends to remain stunted in growth and retarded in physical
development (cardiac infantilism, see Vol. IV, p. 304). Even in this
condition, in which the mechanical handicaps of the heart are at a
maximum, the onset of cardiac failure always denotes fresh cardiac
infection. These symptoms have been given under acute carditis in
the cardiac cripple (see p. 241).
The heart is much enlarged. Precordial bulging is common, and the
scars of leech bites may be present over the heart. There are also the
signs of valvular disease, usually multiple and severe. Many signs of
pericardial adhesions are described, of which the least unreliable are the
following: (i) fixation of the apex beat, with the result that it does not
shift to the right when the child rolls off his back on to his right side;
a large heavy heart, if free to move, shows shifting of the apex beat in
these circumstances; (ii) systolic retraction of the interspaces near the
apex beat, which increases rather than disappears when the child is
rolled on to his right side; any very large heart may cause a similar
retraction of the interspaces with each systole in the supine position,
but if it is free to move it will fall away from the chest wall in the right
lateral position and the retraction will cease; (iii) cardiac pulsation
produced by adhesions between the heart and the diaphragm and visible
in the region of the lower ribs posteriorly on the left side (J. Broadbent's
sign); and (iv) enlargement of the heart greater than can, be accounted
for by the valvular lesions present.
(4)—Arrhythmia
Bradycardia
Arrhythmia plays but a small part in rheumatic heart disease in
children. Bradycardia of mild degree is fairly common during con-
valescence from a rheumatic attack and is a good rather than a bad
Premature
contractions
Tachycardia sign. A simple tachycardia may be a prelude to the onset of carditis
(see p. 239). The juvenile or respiratory type of arrhythmia disappears as
the heart becomes actively infected, and its restoration suggests that
the carditis is no longer active. Premature contractions may be found
in rheumatic children, but are not of any particular significance in
active carditis. Auricular flutter and fibrillation are both very uncommon
Heart-block    during childhood, even in advanced valvular disease. Heart-block in

